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Despite extraordinary advances in scientific knowledge and technology, the patient-physician relationship remains a vital component of the medical encounter. Social, ethical, and medicolegal trends have led to a growing acceptance of "patient-centered" approaches to health care delivery. 1 The advancement of guidelines regarding "informed consent" represents an important legal aspect of medical decision-making. 2 However, it is increasingly recognized that in addition to sharing information necessary for consent, physicians have an ethical obligation to actively involve patients in a collaborative, two-way process regarding their medical treatment. 3 Traditional "paternalistic" models of medical decision-making, in which the physician makes unilateral decisions on behalf of the patient, are now seen as suboptimal in most treatment settings. 4 Shared decision making (SDM) has emerged as an important model of interactive communication that works to simultaneously engage patient and physician in all stages of the medical decision-making process. 5 While a number of models have been proposed to enhance patient-physician communication and medical decision-making, the present study focuses on an influential model put forth by Charles et al. 5 This model identifies four key aspects of SDM: (1) both the patient and the doctor are involved in the decision-making process, (2) both parties share information, (3) both parties take steps to build a consensus about the preferred treatment and (4) a mutual agreement is reached on the treatment to implement. Subsequent research has identified other important elements of SDM, including fostering a therapeutic relationship, understanding the patient's preferences for role in decision making, discussion of the problem and nature of the decision, identification of evidence-based choices and their bearing on the patient's values and lifestyle, negotiating a decision in partnership with the patient, agreeing on an action plan, and checking for mutual understanding. 6, 7 While there is evidence that employing SDM is ethically sound, can enhance patient-physician interactions, and may improve healthcare outcomes, [8] [9] [10] the integration of these principles into clinical practice occurs infrequently. 11, 12 Several challenges to the successful adoption of SDM have been identified, including system-related issues (i.e., time constraints), patient-related issues (i.e., variability in desired level of participation), and practitioner-related issues (i.e., lack of training). 13 There is evidence that practicing physicians are receptive to SDM and willing to acquire the relevant skills, 14 yet little is known about the attitudes of physicians in training. The purpose of this study was to evaluate the attitudes of firstyear residents in order to identify limitations and opportunities regarding the education and practice of SDM in patient care. Measures -The questionnaire used in this study was developed by the principal investigator with input from other researchers attending the Third International Shared Decision Making Conference held at the University of Ottawa, Canada in June, 2005. The questionnaire was pilot-tested among a group of residents with demographic variables similar to study participants. It contained 41 items and was divided into 5 main sections: 1) Resident characteristics (sex, age, race, degree type, medical specialty, and medical school) 2) Knowledge of SDM (2 questions asked whether residents had received education or training in SDM, 1 open-ended question asked residents to describe what they thought SDM meant, and 1 multiple choice question asked residents to choose one of four short vignettes that most closely reflected an SDM approach). Vignettes were adopted with permission from Charles et al. 15 3) Importance of SDM (15 items dealing with medical decision making were tied to a five-point Likert scale anchored at both ends by "Not Important" and "Very Important". Items 1-5 were considered general aspects of patient care, whereas items 6-15 were considered specific elements of SDM -adopted and altered with permission from Elwyn et al. 16 ) 4) Confidence in Implementing SDM; the same 15 items were used again with a different five-point Likert scale anchored at both ends by "Not Confident" and "Very Confident". 5) Potential Barriers; 1 multiple-choice question asked residents to identify a reason that best explained their lower levels of confidence in being able to implement SDM.
Methods
Design and Data Collection -In this cross-sectional study, a questionnaire was distributed to all first-year residents who attended the orientation seminar. After a thorough description of the study, written informed consent was obtained. Adequate time was provided, and most residents completed the questionnaire in less than 15 minutes. Data were analyzed descriptively by individual item using percentage distributions.
Results
Resident Characteristics -A total of 86 first-year residents attended at the orientation, and 70 (81%) returned questionnaires suitable for data analysis. Demographic data were not available for those residents who chose not to submit a questionnaire, so statistical comparison of questionnaire responders and non-responders was not possible. Of the respondents, 41 (59%) were male and 29 (41%) were female; 57 (81%) were Caucasian, 9 (13%) were Asian, 2 (3%) were Hispanic/Latino, 1 (1%) was African American, and 1 (1%) self-identified as Other. In terms of age, 63 (90%) residents were between 26-35, 5 (7%) were between 18-25, 1 (1%) was between 36-45, and 1 (1%) was over 45. Regarding training, 67 (96%) residents had M.D. degrees and 3 (4%) had D.O. degrees. Sixteen different medical specialties were listed, with Internal Medicine (N=25, 36%) being most common; 43 different medical schools were represented, with the largest cohort (N=7, 10%) coming from the University of Utah.
Knowledge of SDM -Among the first-year residents evaluated in this study, 42 (60%) had never received education about SDM and 46 (66%) had never received training on implementing SDM in clinical practice. Nevertheless, when asked the meaning of SDM, 44 (61%) residents gave an answer that was considered congruent with the definition used in this study. Furthermore, a majority of residents (N=67, 96%) were able to correctly identify a vignette illustrating SDM principles when it was presented in multiple choice fashion with three other vignettes reflecting different approaches (i.e., paternalism, informed, and some sharing-information only).
Importance of SDM -As expected, nearly all residents (69 -70 or 99 -100%) found items 1-5, considered general aspects of patient care, to be important concepts in clinical practice. While some of the items numbered 6-15 were identified as relatively less important than items 1-5, the vast majority of residents (64 -69 or 91 -99%) identified items specific to SDM as important elements in patient care. Of interest, the fewest number of residents (N=64, 91%) attributed high levels of importance to identifying the patient's desired level of involvement in decision making process. Results are summarized in Table 1 .
Confidence in Implementing SDM -Regarding general aspects of patient care (items 1-5), a relatively large percentage of residents felt confident in their abilities to develop a therapeutic relationship (N=62, 89%) and gather necessary information about the problem (N=54, 77%). However, residents were less confident in Items numbered 1-5 were considered general aspects of patient care, whereas items numbered 6-15 were cona.
sidered specific elements of SDM. The actual instructions were: "Please rate how important you think it is for a physician to incorporate each of the b.
following concepts into patient care." Level of importance was determined by numbering and collapsing the five-point Likert scale categories (1 = "Not c.
Important"; 5 = "Very Important") such that responses 4 and 5 were added together and operationalized as the percentage of residents that ascribed high levels of importance to incorporating each of the items into patient care. The actual instructions were: "Please rate how confident you feel in your current abilities to incorporate each of the d.
following concepts into patient care." Level of confidence was determined by numbering and collapsing the five-point Likert scale categories (1 = "Not e.
Confident"; 5 = "Very Confident") such that responses 4 and 5 were added together and operationalized as the percentage of residents who reported high levels of confidence in their abilities to incorporate each item into patient care.
their abilities to consolidate information into ideas about diagnosis (N=40, 57%) and to determine an appropriate treatment plan (N=32, 46%). In contrast, on 7 of the 10 items numbered 6-15, greater than three quarters of residents expressed confidence in their abilities to incorporate SDM principles into patient care (55 -63 or 79 -90%). Of note, the fewest number of residents (N=31, 44%) expressed high levels of confidence in discussing the pros and cons of evidence-based treatment options.
Results are summarized in Table 1 .
Potential Barriers -When first-year residents were asked to explain why they expressed lower levels of confidence in being able to implement SDM into patient care, 40 (57%) identified a need for more education and training, 4 (6%) considered system issues a barrier, and 3 (4%) felt as though patients were unwilling or unable to engage in SDM. The remainder of residents (N=23, 33%) did not identify any particular barriers and felt confident in their abilities to practice SDM.
Discussion
While less than half of first-year residents in this sample had received formal education or training in SDM, the majority of residents were able to recognize and define the model in basic terms. These results may reflect the fact that this relatively young group of physicians has been exposed to contemporary trends towards increased patient involvement in the medical encounter. Similar to published findings among samples of first-year residents 17 and practicing physicians, 18 residents in this study indicated strong support for patient involvement in medical decision making. These findings suggest that physicians today are increasingly unencumbered by notions of "paternalism" and seem to have an awareness of and solid appreciation for SDM principles.
Consistent with recent data from a large nationally representative sample of physicians, 19 the majority of first-year residents in this study expressed high levels of confidence with an SDM approach. While these findings are encouraging, researchers have cautioned that physicians may overestimate their abilities to practice certain principles of SDM. 20 Perhaps illustrating this point, 80% of first-year residents in the current study expressed confidence with the SDM item "negotiate a treatment decision in partnership with the patient", yet only 46% indicated confidence on a similar general patient-care item, "determine an appropriate treatment plan for the identified problem". Additionally, 85% of respondents felt confident in their ability to obtain informed consent, yet only 44% felt confident in discussing evidence-based treatment options, an element considered by most researchers as critical to the informed consent process. 2 These data may corroborate previous findings regarding physicians' propensity to overestimate their abilities in practicing SDM.
Regarding possible barriers, of those residents who reported less confidence in their abilities to implement SDM, 85% identified a need for more education and training, a view which has been expressed by physicians in other studies. 21 First-year residents in this study attributed considerable value to SDM principles and expressed a willingness to receive more education and training on the subject. Moreover, compared to a sample of practicing physicians, 13 residents were less concerned about systemic issues and patient variables being barriers to the practice of SDM. There is evidence to suggest that utilization of SDM in clinical practice may be enhanced by intervening before patient-physician interaction patterns have become well-established. 20 Therefore, physicians in training may play a vital role in understanding the limitations and opportunities for SDM in the health care delivery system.
One important contribution of this study is the unique sample. Residents' attitudes have rarely been studied in the literature on SDM but may be valuable markers in determining current trends and future directions. One limitation is that the questionnaire used in this study has not been formally validated, although it was heavily influenced by measures proven reliable and valid in other studies. 15, 16 Further research might evaluate how SDM is currently taught and practiced in medical schools and residency training programs. Also, the crucial questions regarding the discrepancy between acknowledgment of SDM as an important model and the general lack of its incorporation into patient care might be addressed further by evaluating the attitudes, education, and training of medical residents.
